There were three reasons, two common, and one extremely rare, for failing to express the placenta by Crede's method. The common reasons were (a) Mechanical difficulty in securing a satisfactory grip of the uterus (e.g. an obese abdomen); and (b) a contraction ring. The rare reason-the speaker himself had not met a casewas a "total" placenta accreta. Cases of "focal" placenta accreta, though not so excessively rare, did not present themselves clinically as cases of "retained placenta", but rather as cases of retained fragments of placenta. If two attempts at Crede's expression fail, the difficulty under (a) will not be lessened, and the difficulty under (b) will be increased by further attempts. However urgent the h-emorrhage may be, no other local treatment should be attempted until an anmsthetist is available and proper preparations have been made for manual exploration of the uterus. One more attempt at expression under anesthesia should be made. If the difficulty was inaccessibility of the uterus, the anesthesia is generally sufficient to overcome the difficulty. If the attempt at expression under anasthesia fails, manual removal of the placenta should be embarked upon immediately. With the exception of "total" placenta accreta and of certain very rare examples of angular pregnancy, there is only one cause of mechanical difficulty in manual removal of the placenta, viz. a contraction ring. This contraction ring may, rarely, be so marked as entirely to defeat attempts at removal of the placenta. More often it causes varying degrees of difficulty on account of its cramping action on the fingers of the hand which is trying to detach the placenta. When one has, with the greatest difficulty, detached and removed a placenta, it is very easy to mistake inaccessibility for so-called "morbid adhesion". I believe "morbid adhesion" is always a mistaken diagnosis.
The placenta may be very difficult to remove, but the difficulty arises, not from undue adherence of the placenta, but from the mechanical disadvantage under which a contraction ring forces anxious fingers to work. I recognize (though I have never personally met) a condition of "total" placenta accreta. There is the physiological condition of "normal adhesion" of the placenta. I am not satisfied that there is any anatomicalbasis, or any sufficient clinical evidence, for postulating any intermediate condition between these two extremes. [February 21, 1947] The Treatment of Tuberculous Salpingitis with Special Reference to X-ray Therapy By ELLIOT PHILIPP, M.R.C.S., L.R.C.P. IT has been suggested to me that it might be of interest to present the results of treatment of tuberculosis of the female genital tract as carried out at the Middlesex Hospital in the past few years.
The diagnosis is not always easy, but there are said to be certain features in tuberculous salpingitis which may help one to arrive at the correct answer. The age-incidence is usually acknowledged to be between 15 and 35 years although it may occur at any age. In this series the youngest patient was 141 years old and the oldest 36 when the condition was first diagnosed. The patient is said often to be a virgin, but 8 of this series of 20 cases were married. There may or may not be signs and symptoms usually associated with tuberculosis, such as night-sweats, loss of weight and evening rise of temperature. Amenorrhcea is sometimes present but menorrhagia is more often a symptom of the condition.
Usually the diagnosis can only be made with certainty at laparotomy: even then it is not always easy and sometimes the pathologist's report from a section of tube, omentum or other tissue removed is the first indication of the true nature of the condition.
In only one of these cases was the diagnosis made from the examination of curettings without laparotomy. This is the ideal means of diagnosis avoiding as it does laparotomy, which may light up the condition and even give rise, as in one case, to fatal issue. Of these 20 cases 13 were treated with X-rays, 7 by surgery alone. 5 of those treated by operation only were comparatively healthy women. One was treated with streptomycin and sanatorium treatment and the seventh died before X-ray therapy could be commenced. She was a girl of 23 who had complained of a swelling in the lower abdomen which had been diagnosed as an ovarian cyst and she was operated on in October 1946. On opening the abdomen a large matted mass was found and it was impossible to distinguish tubes from gut. Multiple tubercles were present. Nothing was done in the way of attempting to remove any diseased organ. The abdomen was closed and the wound appeared to be well healed after ten days. After four weeks, however, a fTcal fistula developed. The patient went downhill rapidly and died within two months.
As far as I could ascertain none of the cases treated with X-rays has relapsed and none died. But one could not be traced again after her first course of treatment and another attended follow-up for three years but has not been seen since 1944.
The X-ray treatment involves giving very small doses-a total of about 600 r in a course of twelve to eighteen treatments spread over six to nine weeks. That is, as a general working rule, two treatments a week. The dosage is small. The total is about a quarter or a third of the menopausal dose. A course may be repeated after an interval of a few months without the production of a menopause; and if there is a sinus a small dose can be given to the skin which often helps to close the sinus.
Of the 13 cases treated with X-rays 12 had had a laparotomy; 4 of these had developed a tubercular sinus, and 1 who had had hysterectomy and bilateral salpingo-oophorectomy for the condition developed a foul discharge from the cervical stump; this discharge contained tubercle bacilli. Within six months of the start of X-ray treatment all the sinuses had healed.
Periods were regular at a recent follow-up in 5 cases. One had acquired an X-ray menopause which is unusual and undesirable; 2 had had hysterectomy, one was aged 45, another was having scanty irregular periods, and about 3 information is vague. No case had continuance of menorrhagia which is one of the commonest presenting symptoms in this series.
The case which was diagnosed on curettage only is of particular interest. In 1941 she was complaining of profuse menorrhagia. She had had tuberculous glands in her neck and a big swelling could be felt abdominally. Her temperature rose to 103°F. Histological examination of the endometrium revealed many tubercles.
She received two courses of X-rays and is to-day completely symptom-free. The abdominal tumour has disappeared and she is having normal periods.
Of the cases that did not receive X-rays one had what was obviously a very chronic infection. The diagnosis was not suspected even at laparotomy and just by chance a piece of fallopian tube removed and sectioned revealed tuberculous salpingitis. She has done well.
One had pan-hysterectomy for the condition and is well. Another who had bilateral salpingectomy and left oophorectomy for the condition complains only of dysmenorrheea. She had two sinuses which took fifteen months to heal.
One, as recounted, died. The fifth case had bilateral salpingectomy. She is well now. Another case had an old chronic infection discovered when myomectomy was being carried out for menorrhagia. Menorrhagia has ceased.
The girl who had streptomycin has done well in spite of very small dosage. She is at a sanatorium in Switzerland. Her sinus has healed seven months after laparotomy with appendicectomy.
From all these cases the conclusion that can be drawn is that there is, as yet, no fixed rule for treatment of tuberculous tubes.
Rest, good food and heliotherapy all play their part. Though radical surgery is said to be of great value it may equally well be that surgery leads to a breakdown of protective barriers limiting the spread of the disease, to sinus formation and even to faecal fistula. It does appear that X-ray therapy has a definite place in the condition. How the treatment works may possibly be something like this:
Small doses of X-rays traumatize tissues and destroy the most sensitive cells which are the lymphocytes. There is a general reaction to remove the destroyed cells and a very low-grade aseptic inflammation is set up which helps to overcome the tuberculous infection which previously had not been adequately combated.
I should like to thank Mr. Rivett and Mr. Winterton who operated on several of these cases and who have so kindly allowed me to use their material and also Professor Windeyer and Dr. Japha who have helped in the compilation of this paper. Last menstrual period 10.8.45. Commencing one week later, the patient had slight vaginal bleeding, and shortly afterwards experienced pain in the right lower abdomen. At 11 weeks' gestation, two pieces of "membrane" were passed, and thereafter there was a brownish vaginal discharge.
At 13 weeks' gestation the patient was admitted to Watford Peace Memorial Hospital under the care of Professor F. J. Browne. Xenopus test was positive, and she was discharged four weeks later, pregnancy continuing. At 22 weeks' gestation, the fundus was at the level of the umbilicus, but no movements had been felt. Xenopus test was now negative. At 30 weeks' gestation, foetal heart was not heard, and X-ray examination at Watford showed the foetus to be lying obliquely in an attitude of extreme flexion. It was thought to be dead. Some brownish discharge continued to leak vaginally. The patient was admitted to University College Hospital at 38 weeks' gestation as a case of missed abortion.
Examination showed the fundus to be 2 in. above the umbilicus. The head was felt to the left side of the fundus but was not ballotable. Foetal heart was unexpectedly heard, rate being 120. Vaginal examination revealed feetal limbs, felt very easily in posterior fornix. X-ray examination showed an oblique lie of the feetus, with such flexion of the spine that the radiologist was convinced that the foetus was dead.
The foetal heart continued to be satisfactorily heard, and there was a slight watery discharge per vaginam. A tentative attempt at version without anesthesia was unsuccessful. Patient experienced slight lower abdominal pains on 21.5.46, the expected date of delivery. Next day the foetal heart had ceased. During the course of the next few weeks, two medical inductions were given without success. Further X-ray at 44 weeks' gestation showed marked collapse of the foetal skull.
Abdominal pregnancy was considered to be a possible diagnosis. The patient was examined under anxsthesia on 2.7.46, at 46 weeks' gestation, feetal limbs being felt with great ease in the posterior fornix. The fundus uteri could not be distinguished separately from the main swelling. A dilator passed into the uterus for 5 in., further passage not being attempted.
